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 H 00 INITIAL COMMENTS  H 00

This Statement of Deficiencies was generated as 

a result of complaint investigation conducted in 

your facility on 5/19/09 and finalized on 5/19/09, 

in accordance with Nevada Administrative Code, 

Chapter 449, Home Health Agencies.

Complaint #NV00021685 was unsubstantiated 

with unrelated deficiencies cited.  

(See Tag #H186)

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil investigations, 

actions or other claims for relief that may be 

available to any party under applicable federal, 

state or local laws.

 H186

SS=D
449.797 Contents of Clinical Records

Clinical records must contain:

3. A clinical summary from the hospital, skilled 

nursing facility or other health service facility from 

which the patient is transferred to the home 

health agency.

This Regulation  is not met as evidenced by:

 H186

Based on patient file review and staff interview, 

the patient's file did not contain a clinical 

summary from the referring agency.

Findings include:

On 5/19/09 in the afternoon, interview with the 

agency's President and Director of Nurses (DON) 

revealed, 90% of the agency's patients were 

referred by Care Centrix and the agency were 

only provided with referral forms.

The President and the DON further revealed, they 

were not aware of the requirement hence the lack 
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of a policy.

Severity:  2 Scope:  1
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